Public reporting burden for the collection of information is estimated to average 1 hour per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden, to Washington Headquarters Services, Directorate for Information Operations and Reports, 1215 Jefferson Davis Highway, Suite 1204, Arlington VA 22202-4302. Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to a penalty for failing to comply with a collection of information if it does not display a currently valid OMB control number.
A review of the hospital services reveals that there is a great deal of unused capacity within the hospitals current system. On average, 20% of the hospital's monthly appointments go unfilled. The hospital expects to further increase this capacity by the addition of a new primary care wing which will iv offer the providers the efficiency of two examine rooms per doctor. The hospital also expects to improve provider productivity with the addition of the composite health care system II (CHCS II). This system is designed to supply providers with an on screen, computerized version of the health record.
As a result of this study, several recommendations are forwarded. First, one of the pediatric department provider positions should be terminated and the position should be shifted to the primary care department. Second, all providers in the primary care department should be empanelled. Third, ensure that providers are empanelled in a manner that considers patient acuity and/or provider utilization rates. Fourth, use any additional capacity to first enroll any remaining eligible beneficiaries under 65 that are not currently enrolled. Fifth, allow the staff a grace period. The enrollment of additional military-Medicare beneficiaries should be delayed by at least three months from the expected turn-on date of the Composite Health Care System II. This will give the providers time to become familiar with new systems and practices. The delay will also give the command time to more accurately account for changes in capacity caused by the recapture of beneficiaries, the expansion project, and CHCS II. (Kotler, 1995) . Contrary to popular belief, marketing is not selling. Marketing is a complex management process which includes research, segmentation, targeting, positioning, marketing mix, implementation, and control. "An important first step in becoming a customer-focused organization is to do a good job of segmenting consumers and determining the needs and desires of each group of customers" (Brown, 1996, p. 59) . Researching and segmenting the market allows an opportunity to identify buyer needs and interests that a company may satisfy at a profit, or in the case of the MHS system, identify the best utilization of assets. Researching can also allow the MHS to anticipate changes in the beneficiary population needs and pre-position itself to effectively meet those needs.
Marketing Mix "In order to operate in today's changing environment, health care managers need a method for scanning external information that will affect the organization" (Ginter, Swayne, & Duncan, 1998, p. 21) . Marketing mix refers to the ability of the MHS to develop a product line that can address the defined resource needs of the various sectors of the market that it targets. Once the resource needs have been identified, actions must be taken to ensure implementation in the product line.
Additionally, the product lines should be reviewed periodically to ensure compliance with the requirements established through continual market analyses. 
Managerial Epidemiology
In attempt to forecast the future behavior of a population, one useful technique is to research its past activity.
"Epidemiology, or population research, is concerned with the distribution and determinants of health, diseases, and injuries in a human population" (Sultz & Young, 1999, p. 358) . The data obtained in this form of research can be applied to different population projections to model the affects. One such study was performed in the United Kingdom. "Assuming no change in the age and sex specific arthroplasty rates, the estimated number of hip replacements will increase by 40% over the next 30 year period because of demographic change alone" (Birrell, Johnell, & Silman, 1999, p. 569 ). This study is highly suggestive of the type of impact that demographic changes can have on resource consumption and openly points towards the need to forecast demand.
Change Management
Change represents one of the few constants within the healthcare arena. When possible, every organization should attempt to plan for change. "An organization's success or failure is essentially due to the things that its employees do or fail to do" (Robbins, 1998, p. 629) . This makes management of the behavioral changes within the organization paramount.
Economic and social trends represent just a few of the forces that have dramatically influenced the health service field.
Those responsible for managing change should attempt to monitor the forces that dictate a need for change. "Change agents are those responsible for managing change activities within an organization" (Robbins, 1998, p. 629) . This definition would include CEOs, managers, supervisors and anyone else with the ability to oversee changes in an organization. Change agents should formulate contingency plans before external pressures necessitate the need for adjustments. Some of the most important external pressures will include:
Changing demographic characteristics of the population of elderly persons needing services, greater sophistication of the general public and consumers of health services in terms of their demands on the system, and rapidly developing medical technologies and proliferation of increasing specialized services (Shortell, Kaluzny, 1994) .
Most employees have a tendency to be resistant to change.
"Changes substitute ambiguity and uncertainty for the known" (Robbins, 1998, p. 633) . Timely information dissemination throughout the organization can remove this barrier. If an organization's strategic plans reasonably define the stratagem for change, the organization's ability to transition is greatly enhanced.
Forecasting "Because all management decisions must deal with future events, the use of forecasts is essential" (Griffith, 1995, p. 400) . By its design, queuing theory is geared for use in forecasting and epidemiology. Queuing theory relies on "the analysis of historic data to provide optimal service while minimizing waiting, it is an objective method of determining staffing needs during any time period" (Tucker, Barone, Cecere, Blabey, & Rha, 1999, p. 71 ). This mathematical model has been used to answer many questions. Whenever more than one user demands a limited resource, a line or queue forms. This model allows us to determine the optimal staffing to meet that need or at a minimum the consequence of a high demand on a limited resource. Teams must solve operational problems in the future environment, not the present one (Griffith, 1995) .
Primary Care Portals
Primary care has assumed the most vital role in the viability of any managed care organization. MCOs throughout the country are shifting towards a primary care management focal point. Within that focus, "…providing cost-effective care to a large population of patients, requires primary emphasis on and commitment to, prevention and health maintenance" (Frazier, Hyman, & Altschuler, 1998, p. 798) . It is through these portals that the consumer gains access to services. "The goal of structuring care around one primary care physician who provides the majority of visits for each patient may not be attainable without limiting access to care in some way" (Yano, et. al., 1995 (Yano, et. al., , p. 1160 . Furthermore, the efficiency with which these services are provided will dramatically impact the facilities utilization of resources, and thus its capability to serve its population. "Economic care aims to be efficient and to avoid using services that are not pertinent to a patient's clinical situation or that are more costly than alternative services for the same purpose" (Yano, et. al., 1995 (Yano, et. al., , p. 1161 . Primary care
focuses on a variety of outpatient services that include pediatrics, immunizations, physical exams, obstetrics, geriatrics, family practice, and preventive medicine. "Effective cost control begins with programs to reduce illness and the need for health care" (Griffith, 1995, p. 20) .
While family practice, women's wellness, pediatrics, and internal medicine are defined as primary care within the Bremerton Naval Hospital system: it is necessary to determine the appropriate mix of services. "It is estimated that only 15% of pediatric admissions require pediatric specialist management.
. . " (Frazier, Hyman, & Altschuler, 1998, p. 798) . Not only should the hospital know how many providers it needs, the enterprise should be able to determine the specific types of practitioners it desires. Such determinations are necessary for both fiscal responsibility and the provision of quality medical care. The cost of non-primary care professional services will be substantially greater than the cost of primary care services, often between 1.5 and 2.0 times higher ( (Frazier, Hyman, & Altschuler, 1998) . This example emphasizes the need for management to incorporate population knowledge into the decision processes of the resource structure. contacts per year with a physician or a physician extender. That number decreases by more than five contacts per year in the next age group, 45 to 64. It was also noted that females in the 65 and over age category exhibited higher provider contact rates, while whites in general had a average contact rate 1.2 times less than that of non-whites (Health United States, 1999) .
MHS
Whites between the ages of 65 and 74 had a mean contact rate of 9.25. The national white population average is 82%, while the average within the Bremerton catchment area is 89.1% (Quickfacts, 1999) . The realization that whites utilize medical resources at a lower rate than their non-white counterparts 
Results
The data pulled from CHCS, the primary care management office database (PICMO), and the all region server bridge (ARSBridge) system produced 6,504 military-Medicare outpatient visits over a fiscal year. The ARSBridge system was designed to replace the corporate executive information system (CEIS). The purpose of the system is to provide the capacity to more effectively retrieve regional data from existing databases. Table 2 uses the mean population data to compute utilization rates based on the total kept visits. It also shows the total population utilization rate (including telephone consults). Table 4 provides descriptive information on the unfilled appointments within the clinics defined as the primary entry portals. The proper usage of these portals will determine how efficiently and effectively the majority of the other hospital resources are utilized. It is important to note that the residency information provided was based on the demographics obtained from the ADS information. 
Chart 3. Home of Residence
Equally note worthy is the fact that there are elderly consumers willing to bypass the services offered at Madigan Army Medical Center (MAMC) in Tacoma and travel an additional hour to receive care in Bremerton.
The average military-Medicare Naval Hospital enrolled population of 991 netted 257 inpatients visits. This number accounts for 7.8% of the 3,277 inpatient visits. Tables 9 and 10 begin the summary of inpatient data. The military-Medicare community accounted for 877 total bed days during the fiscal year. While the hospital average of 3.2841 compares favorably with the national average of 6.8 and the regional average of 4.5 (Health United States, 1999), that figure accounts for 11.1419% of the total bed days provided by the hospital. As policies continue to evolve, the MHS faces an environment with two important hurdles; no co-payment for utilization of network services and military-Medicare eligible populations demanding more and more access to MHS services. In order to effectively serve this population, the MHS will have to make educated forecast about the stresses this population will place on the current system. As we quickly approach the day that the military-Medicare beneficiary gains increased access to the system studies, that project resource needs will be increasingly valuable. This study begins with a descriptive analysis of Naval Hospital Bremerton's military-Medicare population, its inpatient and outpatient appointment schedules and population demographics.
The military-Medicare population average currently enrolled to the Naval hospital is 991, as shown in In order for these factors to provide functional information additional adjustments were necessary. 
Conclusions and Recommendations
The Naval Hospital at Bremerton is facing the challenge of providing health care to a category of military-Medicare beneficiaries whose numbers are increasing. This comes at a time when the MHS is the process of shifting its philosophy towards population health and toward the recapture of outsourced patrons. "Moral hazard" implies that the less cost associated with a good or service, the more of that good or service demanded. As co-payments are dropped and the concept of "moral hazard" becomes an issue, the hospital will be forced to compete for the patronage of its most cost efficient consumers.
Moreover, as the military-Medicare group gains greater access to the system, Naval Hospital Bremerton will need to develop an understanding of the needs of this population and how it will effect daily operations. The newly acquired pharmacy benefits Table   4 reveals that the pediatric department averages an unfilled appointment rate nearly 20%. Based on a 30-minute appointment slot the unfilled pediatric appointments accounted for 36% of the total primary portal excess capacity. Family practice had a mean unused appointment rate of 7.69%. The family practice department also produced an outlier whose appointments consistently ran in the range of 20% unfilled.
These facts clearly show the necessity for careful monitoring and analysis of the EM/CPT coding information and other time elements affecting patient visits.
Based on the previously stated findings, the following actions are strongly recommended.
1) Relocate one of the pediatric department positions to family practice.
2) Ensure that all of the providers within the family practice department are empanelled.
3) Ensure that providers are empanelled in a manner that considers patient acuity and/or provider utilization rates.
4) Use any additional capacity to first enroll any remaining eligible beneficiaries under 65 that are not currently enrolled. The hospital has made the assumption that the addition of a new wing, increased support staff and the upgraded CHCS II system will improve efficiency and thus add to capacity.
However, the learning curve must be taken into account. Whenever new systems and/or processes are established, there is usually a drop off in productivity while the staff attempts to adapt to the new environment.
Enhancements that would improve future use of this study would be the inclusion of continuity data. Because continuity of care plays such a critical role in the need for patient history, and thus time, the ability to monitor this facet of care would greatly improve the predictive ability of the next study.
Additionally, consideration should be given to the impact of the addition of specialty clinics and ancillary services in future studies.
